Sir,

We read with great interest the editorial on the role of sulphonylureas (SUs) in the present day scenario by Kalra *et al.*\[[@ref1]\] SUs are fast falling out of favor in many western countries, however they continue to be essential medications in the fight against diabetes in developing countries like India, because of its lower cost, unquestionable efficacy, and easy accessibility. As fellow crusaders in the fight against diabetes, we generally disfavor the use of SUs in our own clinical practice for reasons we shall point out in the letter.

There are broadly two aspects of use of SUs in current clinical practice. One is use of SUs as first-line therapy in treatment naïve type 2 diabetics (in addition to diet and exercise) and second being the role of SUs as add-on therapy to metformin in those poorly controlled on metformin monotherapy.

Most international guidelines advocate the use of metformin as the first-line therapy over other agents like SUs.\[[@ref2][@ref3]\] Metformin offers a wide range of benefits over SUs which are familiar to most physicians. In addition, metformin monotherapy is as cost effective as SUs monotherapy and hence ideal for a developing nation like India. Many of the studies (including the controversial University Group Diabetes Program study which was pointed out by Kalra *et al.*), which have questioned the cardiovascular safety of SUs, are studies where SUs is used as monotherapy or first-line therapy.\[[@ref4][@ref5]\] From our own personal experience, we have seen many general physicians prescribing SU monotherapy to treatment naïve patients. In the light of the strong position of metformin as first-line therapy, we believe the use of SUs as monotherapy should end, and this should be important part of physician and patient education.

The second question is the use SUs as add on therapy in cases where metformin monotherapy fails. There is also a question of using double or triple drugs combinations having metformin + SUs in treatment naïve patients. SUs are a fair choice as a second line therapy considering cost constraints and efficacy. As the authors of article Kalra *et al.* pointed out, the focus should be on the patient-oriented approach. We have often seen indiscriminate use of SUs in patients who are high risk for hypoglycemia. Again, physician education would be key in such a case, and physicians should be trained to use the appropriate second-line agent in appropriate situations depending on the clinical condition of the patient.

In the end, we would like to thank Kalra *et al.* for an important editorial that lays the premise for a healthy debate on the current role of SUs in clinical practice.
